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Office of Health Care Assurance 

 

State Licensing Section  

 

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION 

 
 

Facility’s Name: Rosana Dumlao (ARCH/Expanded ARCH) 

 

 

 

CHAPTER 100.1 

Address: 

94-871 Awanei Street, Waipahu, Hawaii 96797 

 

 

Inspection Date: February 12, 2020 Annual 

 

 

 

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF 

CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED. 

 

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) DAYS. IF IT IS NOT RECEIVED WITHIN 

TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE, WITHOUT YOUR RESPONSE.   
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-9  Personnel, staffing and family requirements. 

(b)  

All individuals who either reside or provide care or services 

to residents in the Type I ARCH shall have documented 

evidence of an initial and annual tuberculosis clearance.        

 

FINDINGS 

Substitute care giver - No annual tuberculosis (TB) 

clearance.  Submit copy with the plan of correction 

(POC). 

 

Household member - No annual TB clearance.  Submit 

copy with the plan of correction (POC). 

 

 

 

PART 1 

 

DID YOU CORRECT THE DEFICIENCY? 

 

USE THIS SPACE TO TELL US HOW YOU 

CORRECTED THE DEFICIENCY 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-9  Personnel, staffing and family requirements. 

(b)  

All individuals who either reside or provide care or services 

to residents in the Type I ARCH shall have documented 

evidence of an initial and annual tuberculosis clearance.        

 

FINDINGS 

Substitute care giver - No annual tuberculosis (TB) 

clearance.  Submit copy with the plan of correction 

(POC). 

 

Household member - No annual TB clearance.  Submit 

copy with the plan of correction (POC). 

 

 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-15  Medications. (e) 

All medications and supplements, such as vitamins, 

minerals, and formulas, shall be made available as ordered 

by a physician or APRN. 

 

FINDINGS 

Resident #1 - "Anoro" ordered 9/24/19 without the dosage 

and frequency specified.  Discontinued 12/18/19. 

 

PART 1 

 

 

 

 

 

 

 

 

 

 

Correcting the deficiency 

after-the-fact is not 

practical/appropriate.  For 

this deficiency, only a future 

plan is required. 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-15  Medications. (e) 

All medications and supplements, such as vitamins, 

minerals, and formulas, shall be made available as ordered 

by a physician or APRN. 

 

FINDINGS 

Resident #1 - "Anoro" ordered 9/24/19 without the dosage 

and frequency specified.  Discontinued 12/18/19. 

 

 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-17  Records and reports. (b)(1)  

During residence, records shall include: 

 

Annual physical examination and other periodic  

examinations, pertinent immunizations, evaluations,  

progress notes, relevant laboratory reports, and a report of  

annual re-evaluation for tuberculosis; 

 

FINDINGS 

Resident #1 - No annual TB clearance.  Submit copy with 

the POC. 

 

PART 1 

 

DID YOU CORRECT THE DEFICIENCY? 

 

USE THIS SPACE TO TELL US HOW YOU 

CORRECTED THE DEFICIENCY 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

7 

 

 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-17  Records and reports. (b)(1)  

During residence, records shall include: 

 

Annual physical examination and other periodic  

examinations, pertinent immunizations, evaluations,  

progress notes, relevant laboratory reports, and a report of  

annual re-evaluation for tuberculosis; 

 

FINDINGS 

Resident #1 - No annual TB clearance.  Submit copy with 

the POC. 

 

 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-17  Records and reports. (b)(3)  

During residence, records shall include: 

 

Progress notes that shall be written on a monthly basis, or 

more often as appropriate, shall include observations of the 

resident's response to medication, treatments, diet, care plan, 

any changes in condition, indications of illness or injury, 

behavior patterns including the date, time, and any and all 

action taken.  Documentation shall be completed 

immediately when any incident occurs; 

 

FINDINGS 

Resident #1 - Progress notes did not include the following: 

• Visits to medical providers. 

• Visits with case manager for monthly shots. 

• Change in condition.  Inhaler ordered 9/24/19; however, 

no documentation why the medication was ordered, 

effectiveness and why it was discontinued on 12/18/19. 

• Programs and activities, if any. 

 

 

PART 1 

 

 

 

 

 

 

 

 

 

 

Correcting the deficiency 

after-the-fact is not 

practical/appropriate.  For 

this deficiency, only a future 

plan is required. 
 

 

 

 

 

 

 

 

 

 

 

 



 

9 

 

 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-17  Records and reports. (b)(3)  

During residence, records shall include: 

 

Progress notes that shall be written on a monthly basis, or 

more often as appropriate, shall include observations of the 

resident's response to medication, treatments, diet, care plan, 

any changes in condition, indications of illness or injury, 

behavior patterns including the date, time, and any and all 

action taken.  Documentation shall be completed 

immediately when any incident occurs; 

 

FINDINGS 

Resident #1 - Progress notes did not include the following: 

• Visits to medical providers. 

• Visits with case manager for monthly shots. 

• Change in condition.  Inhaler ordered 9/24/19; however, 

no documentation why the medication was ordered, 

effectiveness and why it was discontinued on 12/18/19. 

• Programs and activities, if any. 

 

 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-17  Records and reports. (f)(1) 

General rules regarding records: 

 

All entries in the resident's record shall be written in black 

ink, or typewritten, shall be legible, dated, and signed by the 

individual making the entry; 

 

FINDINGS 

Resident #1 - Blue ink used in the resident record. 

 

PART 1 

 

 

 

 

 

 

 

 

 

 

Correcting the deficiency 

after-the-fact is not 

practical/appropriate.  For 

this deficiency, only a future 

plan is required. 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-17  Records and reports. (f)(1) 

General rules regarding records: 

 

All entries in the resident's record shall be written in black 

ink, or typewritten, shall be legible, dated, and signed by the 

individual making the entry; 

 

FINDINGS 

Resident #1 - Blue ink used in the resident record. 

 

 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-17  Records and reports. (g) 

All information contained in the resident's record shall be 

confidential.  Written consent of the resident, or resident's 

guardian or surrogate, shall be required for the release of 

information to persons not otherwise authorized to receive 

it.  Records shall be secured against loss, destruction, 

defacement, tampering, or use by unauthorized persons.  

There shall be written policies governing access to, 

duplication of, and release of any information from the 

resident's record.  Records shall be readily accessible and 

available to authorized department personnel for the purpose 

of determining compliance with the provisions of this 

chapter. 

 

FINDINGS 

Resident #1 - White-out used on the general operational 

policy. 

 

PART 1 

 

 

 

 

 

 

 

 

 

 

Correcting the deficiency 

after-the-fact is not 

practical/appropriate.  For 

this deficiency, only a future 

plan is required. 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-17  Records and reports. (g) 

All information contained in the resident's record shall be 

confidential.  Written consent of the resident, or resident's 

guardian or surrogate, shall be required for the release of 

information to persons not otherwise authorized to receive 

it.  Records shall be secured against loss, destruction, 

defacement, tampering, or use by unauthorized persons.  

There shall be written policies governing access to, 

duplication of, and release of any information from the 

resident's record.  Records shall be readily accessible and 

available to authorized department personnel for the purpose 

of determining compliance with the provisions of this 

chapter. 

 

FINDINGS 

Resident #1 - White-out used on the general operational 

policy. 

 

 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-88  Case management qualifications and services. 

(c)(2)  

Case management services for each expanded ARCH 

resident shall be chosen by the resident, resident's family or 

surrogate in collaboration with the primary care giver and 

physician or APRN.  The case manager shall: 

 

Develop an interim care plan for the expanded ARCH 

resident within forty eight hours of admission to the 

expanded ARCH and a care plan within seven days of 

admission.  The care plan shall be based on a comprehensive 

assessment of the expanded ARCH resident’s needs and 

shall address the medical, nursing, social, mental, 

behavioral, recreational, dental, emergency care, nutritional, 

spiritual, rehabilitative needs of the resident and any other 

specific need of the resident.  This plan shall identify all 

services to be provided to the expanded ARCH resident and 

shall include, but not be limited to, treatment and medication 

orders of the expanded ARCH resident’s physician or 

APRN, measurable goals and outcomes for the expanded 

ARCH resident; specific procedures for intervention or 

services required to meet the expanded ARCH resident’s 

needs; and the names of persons required to perform 

interventions or services required by the expanded ARCH 

resident; 

 

FINDINGS 

Resident #1 - No interventions for the following: 

• "Alteration in cardiopulmonary status due to 

hypotension" care plan 

• "Alteration in nutrition/hydration status due to wt low" 

care plan. 

 

PART 1 

 

DID YOU CORRECT THE DEFICIENCY? 

 

USE THIS SPACE TO TELL US HOW YOU 

CORRECTED THE DEFICIENCY 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-88  Case management qualifications and services. 

(c)(2)  

Case management services for each expanded ARCH 

resident shall be chosen by the resident, resident's family or 

surrogate in collaboration with the primary care giver and 

physician or APRN.  The case manager shall: 

 

Develop an interim care plan for the expanded ARCH 

resident within forty eight hours of admission to the 

expanded ARCH and a care plan within seven days of 

admission.  The care plan shall be based on a 

comprehensive assessment of the expanded ARCH 

resident’s needs and shall address the medical, nursing, 

social, mental, behavioral, recreational, dental, emergency 

care, nutritional, spiritual, rehabilitative needs of the 

resident and any other specific need of the resident.  This 

plan shall identify all services to be provided to the 

expanded ARCH resident and shall include, but not be 

limited to, treatment and medication orders of the expanded 

ARCH resident’s physician or APRN, measurable goals and 

outcomes for the expanded ARCH resident; specific 

procedures for intervention or services required to meet the 

expanded ARCH resident’s needs; and the names of persons 

required to perform interventions or services required by the 

expanded ARCH resident; 

 

FINDINGS 

Resident #1 - No interventions for the following: 

• "Alteration in cardiopulmonary status due to 

hypotension" care plan 

• "Alteration in nutrition/hydration status due to wt low" 

care plan. 

 

 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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                                                                    Licensee’s/Administrator’s Signature: _________________________________________  

 

            Print Name: __________________________________________ 

  

 Date: __________________________________________ 

 

 


